Pseudohypoparathyroidism is characterized by parathyroid hormone (PTH) end organ resistance' together with raised levels of immunoreactive PTH. This resistance has been attributed to prereceptor, receptor or postreceptor defects.
In the case reported our patient was asymptomatic despite a very low calcium level. In addition he had paradoxically low PTH bioactivity suggesting either the presence of an inhibitor or the production of abnormal PTH. In view of the abnormal cAMP response to exogenous human PTH the former is more probable. Case report A 39-year-old male heavy goods lorry driver presented to us with a 5 year history of pains in both heels, associated with calcaneal exostoses and a 3 year history of arthritis of his knees and right elbow. He had been referred to us by his general practitioner after a routine biochemical screen had shown him to be markedly hypocalcaentic, with a calcium of 1.64 mmol/l and an albumin of 45 g/l. Apart from mild, longstanding asthma, he was otherwise well and leading a normal life. He was taking aminophylline 225 mg twice daily and piroxicam 20 mg at night.
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On examination he was grossly normal and appeared to be of normal build, intelligence and personality. There were no abnormalities in his cardiovascular, respiratory or gastrointestinal systems. He had normal reflexes and there were no signs of myopathy. He showed evidence of latent tetany with a positive Trousseau's sign after 75 s of tourniquet induced ischaemia of his upper arm. However, Chvostek's sign could not be elicited. There was no evidence of cataracts nor enamel hypoplasia. The results of further investigations were as follows: a skull X-ray demonstrated extensive calcification of basal ganglia and possibly choroid plexus, compatible with hypoparathyroidism ( Figure 1 ). Haematological investigations were normal: haemoglobin 16.5 g/dl, white cell count 4.7 x 10/1, erythrocyte sedimentation rate 2 mm/h. On biochemical investigation his serum calcium was 1.50 mmolIl, phosphate 1.48 mmol/l, albumin 45 g/l, globulins 27 g/l (with a normal serum protein electrophoresis), urea 6.1 mmol/l, creatinine 97 umol/l, bicarbonate 27 mmol/l, magnesium 0.96 mmol/l, alkaline phosphatase 78 iu/l (normal range 20-120 iu/l) and serum 25 hydroxy vitamin D was 13.5 isgll (normal range 3-30 lAgll). His urinary calcium was appropriately low at 0.66 mmol/d. At this time his plasma intact immunoreactive PTH was 24.9 pmol/I (normal range 0.8-8.5), but a plasma bioactive PTH was markedly reduced at 0.12 ng/l (normal range 3-20 ng/l). He had a blunted cAMP and phosphaturic response to an exogenous infusion of PTH (200 iu over 30 min) ( Figure 2) .
A diagnosis ofpseudohypoparathyroidism was made and he was initially started on 25-hydroxycholecalciferol 250 jAg per day.
Discussion
Patients with chronic, severe hypocalcaemia may show few clinical signs of their metabolic disorder. It is therefore advisable to measure serum calcium, albumin and phosphate in all patients with prolonged histories of musculoskeletal disorders, in order to. exclude the diagnosis ofpotentially hazardous, though treatable conditions. We decided to treat our patient's hypocalcaemia to reduce the theoretical risk of fits and to prevent progressive basal ganglion calcification, which may lead to parkinsonism. There has been a previous report of impaired PMH bioactivity in a patient with pseudohypoparathyroidism2, but the reason for the lack of response to exogenous PTH in such patients remains unexplained. It is possible that factors in the circulation inhibit receptor binding. This paper presents a case of trauma, in which both spleen and diaphragm were damaged. Thoracotomy was done to both preserve the spleen and repair the diaphragm. A short discussion on the advantages of splenic preservation and the importance of diagnosing and repairing a ruptured diaphragm follows.
Case report A 33-year-old man was admitted following a road traffic accident; he was a rear seat passenger in a car hit by a lorry. On-admission he was conscious, tachypnoeic and complaining of chest pain. Investigation showed fractures of ribs 7-10 on the left and fracture of the right mandible; there was mediastinal shift to the right. An intercostal drain was placed in the left hemithorax. Air and 1000 ml of blood were drained. Repeat X-ray showed collapse of the left lung and apparent elevation ofthe left hemidiaphragm ( Figure  1 ), suggesting a ruptured diaphragm; Gastrografin via a nasogastric tube confirmed rupture by showing stomach within the left chest.
After resuscitation, thoracotomy was performed Two tears were found in the diaphragm,a radial centroposterior tear through which the stomach had herniated and a long peripheral tear through which the spleen had herniated. The latter was 1acerated and had an adherent clot at the hilum; the only other pathology was a perinephric haematoma which was left undisturbed.
The patient's condition was stable and respiratory function good; the spleen was therefore preserved . .f V 4r^it Figure 
